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F0000
This visit was for a Recertification and F0000 F000 The creation and
State Licensure Survey_ submission of this plan of
correction does not constitute an
Survey dates: September 25, 26, 27, iggﬁfggiﬁﬂf&?ﬁﬁ? of any
28, and October 1, 2012 statement of deficiencies or of
any violation of regulation.This
Facility number: 000225 provider respectfully requests that
Provider number: 155332 the 2.567 plan of correction t?e
considered the letter of credible
AIM number: 100267670 allegation and request a post
certification on or after
Survey team: 10-31-2012.We are requesting a
Barbara Gray, RN-TC desk review.
Sharon Lasher, RN
Leslie Parrett, RN
(September 25, 26, 27, and October
1, 2012)
Angel Tomlinson, RN
Census bed type:
SNF/NF: 83
Total: 83
Census payor type:
Medicare: 10
Medicaid: 58
Other: 15
Total: 83
These deficiencies reflect state
findings cited in accordance with 410
IAC 16.2.
Quality review completed on October
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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9, 2012 by Bev Faulkner, RN
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F0250 483.15(g)(1)
SS=D PROVISION OF MEDICALLY RELATED
SOCIAL SERVICE
The facility must provide medically-related
social services to attain or maintain the
highest practicable physical, mental, and
psychosocial well-being of each resident.
Based on observation, interview, and F0250 F 0250 What corrective action (s) 10/31/2012
record review, the facility failed to will be accomplished for those
provide treatment for depression for 1 residents found to have been
f3 ident . d f it affected by the deficient practice?
0_ resiaents re\_/'ewe or community On 9/28/12 resident # 72 receivec
discharge. (Resident #72) an order for Zoloft 50mg every
day.On 10/02/2012 resident # 72
Findings include: received an order for Psych Eval
and was seen by Harrison
. , . Psychological Consultant on
Resident #72's record was .reV|ewed 10/03/12.Social Services and
on 9/27/12 at 3:02 P.M. Diagnoses Nursing was in-serviced by Linda
included but were not limited to Lacey RN ED on the following
dementia, weight loss, anxiety, and subject matter: theckened liquids,
failure to thrive use of body alarms, the need to
) monitor negative statements and
following up on the need for
An admission Minimum Data Set Psych Services.How will you
assessment for Resident #72, dated identify other residents having the
7/1/12, indicated the following: potental to be affected by e
. . . same deficient practice and wha
Resident Mood Interview - Resident corrective action will be taken.All
#72 had felt down or depressed, had residents have the potential to be
trouble falling asleep or staying affected for PHQ-9 scores of 7 or
asleep, had felt tired or had little higher and/or Dx. of depression.
; All residents have been reviewed
energy, had a poor appetite or was
gyt. h gf It bpz bout h if using the MDS for the PHQ
overeating, had Te a_ about hersell, scores and or Dx. of depression.
had trouble concentrating to read or Those resident's care
watch television, and had thoughts plans/interventions will be
she would be better off dead or of addressed for a PHQ of 7 or
hurting herself at least one day during above, a Dx. of depression in
. . place to address mood symptoms
the review per'Od' with interventions, which may
include a Psych eval by a
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A Social Service note for Resident Psychiatrist/Psychologist, an
#72, dated 9/11/12 at 2:11 P.M., °rd_‘3r f°tr medi}fat_‘Ot"' a“dt_ t
o . . resident-specific interventions to
|nd|ca.ted the following: A Brief assist coping adjustments,
Interview for Mental Status (BIMS) 10/31/02Social Services and
and Patient Hea uestionnaire- ursing in-inservice inda
d Patient Health Quest 9 N g d by Lind
(PHQ-9) was completed for Resident Lacey RD ED on follow up scores
#72 on 9/11/12. Her BIMS score was 2278‘;[V*;'§T:tre’r:‘22§38'°” and
6 which showed Resident #72 had 107q09/12.What measures will be
severe Cognition impairment. Her put into p|ace or what systemic
PHQ-9 scored was 17 which showed changes you will make to ensure
moderate to severe depression. that the deficient practice does
. . . ? i
Resident #72 had indicated she felt n°t.re°°9u.r'The IDT team will
. . review clinical records during care
fjepresse.d_ all of thg tlrpe due to being plan meeting to ensure all
in the facility. She indicated she had residents with a PHQ of 7 or
little energy all of the time due to more/Dx. of depression will have
feeling bad, had a poor appetite once a care plan/intervention
. . developed to address individual
in awhile, had felt bad about herself :
. ) psych needs of the resident.
all of the time, had trouble sleeping Social Service and Nursing
once in awhile, and had thoughts she in-serviced by Linda Lacey RN,
would be better off dead all of the ED on follow up Psych services
time. Resident #72 was able to addressing PHQ scores of 7 or
balize h t d d higher, depression and negative
verbalize her wants and nee _S statements.How will the
clearly. She had a care plan in place corrective action(s) be monitored
for her mood, energy, appetite, to ensure the deficient practicg
negative thoughts, and trouble will not reoccur, i.e., V\{hat quality
concentrating. Resident #72's BIMS assurance program will be put
d PHQ-9 had ined th into place?To ensure compliance,
a.n -9 had remained the same Social Service is responsible for
since her last assessment (8/30/12). the completion of the PHQ's and
Resident #72 took Ativan at bedtime Psych Services CQl tool weekly
for anxiety and Ativan every 6 hours times four weeks, bi-monthly
as needed. Resident #72's would be times 2 months, and then monthly
. until continued compliance is
long term placement at the facility and maintained for 2 consecutive
she was accepting of the plan. quarters. The CQI committee
overseen by the Ed will review the
A care plan for Resident #72, dated results of these audits. If the
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7/1/12, indicated the following:
Problem-Resident #72 made negative
statements e.g. "nothing matters;
would rather be dead".
Goal-Resident #72 would not harm
herself. Approach-Staff would
encourage Resident #72 to" verbalize
her feelings, concerns, fears, etc...
Staff would observed for signs and
symptoms of depression (withdrawal,
isolation, loss of appetite, etc...)."
Staff would work with Resident #72 to
identify effective coping mechanism.

A care plan for Resident #72, dated
7/1/12, indicated the following:
Problem-Resident #72 displayed
signs and symptoms of mood distress
as evidenced by stating she felt
depressed half of the time, had
trouble sleeping once in awhile, felt
tired all of the time, had a poor
appetite once in awhile, felt bad about
herself all of the time, and had
negative thoughts she would be
better of dead all of the time.
Resident #72 stated she would never
hurt herself. Goal-Resident #72
would verbalize feelings of underlying
loss of interest. Approach-Staff would
acknowledge to Resident #72 the
current situation must be difficult.
Staff would explore with the Resident
past effective and ineffective coping
mechanisms. Staff would identify

threshold of 95% is not achieved,
an action plan will be developed
to ensure compliance.
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relationships that Resident #72 could
draw on.

On 9/28/12 at 9:38 A.M., Resident
#72 was observed straightening the
covers on her bed. Resident #72
indicated she was depressed due to
being away from home. "l guess
everybody goes through that when
they have to leave their home." "ltis
kind of hard living like this."

On 9/28/12 at 1:24 P.M., the Director
of Nursing (DoN) indicated Resident
#72 had not seen a therapist related
to her depression and was not
prescribed any medication for
depression. The DoN indicated no
documentation was available in
Resident #72's record the physician
had been notified of Resident #72's
depression or the physician had
addressed her depression.

On 10/1/12 at 9:11 A.M., Social
Service (SS) #3 indicated the family
informed her Resident #72 would
voice being depressed at times for
attention. SS #3 indicated she had
care planned Resident #72's
depression. SS #3 indicated she had
not taken her concerns about
Resident #72's depression to the
Interdisciplinary Team meetings. SS
#3 indicated she had not informed the
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physician of Resident #72's repeated
concerns related to depression. SS
#3 indicated she had not looked at
Resident #72's depression as
worsening, but now that she looked at
it, Resident #72's depression had not
worsened but it had not improved.

A Social Service Director Position
Description provided by the
Administrator on 9/28/12 at 2:30 P.M.,
indicated the following: "Summary of
Position Functions-The Social
Services Director provides
medically-related social services to
attain or maintain the highest
practicable physical, mental, and
psychosocial well-being of each
resident. Essential Position
Functions-Provides assistance to
residents in adjusting to the facility"....

3.1-34(a)
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F0282 483.20(k)(3)(ii)
SS=D SERVICES BY QUALIFIED PERSONS/PER
CARE PLAN
The services provided or arranged by the
facility must be provided by qualified
persons in accordance with each resident's
written plan of care.
Based on observation, interview, and F0282 F-282What corrective action(s) 10/31/2012
record review, the facility failed to will be accomplished for those
follow 1 residents plan of care and residents found to have been
R . . affected by the deficient practice?
physician's order for thickened liquids Resident #40 has a physician
to prevent aspiration and failed to order stating "may have 1 Mt.
follow 1 resident's plan of care to Dew daily". Family members
utilize a bed alarm, resulting in a fall, in-serviced on signs/symptoms of
for 2 of 24 residents reviewed for care aspiration due fo family request to
| d ohvsici d give resident Mt. Dew when they
p ans' and physician orders. visit. Nursing staff in-serviced
(Resident #40 and #96) on10/9/12. In-servic done by
Linda Lacey RN, ED on material
Findings include: reviewing thickened liquids. Care
plan and aides assignment shee
. , updated.NOTE: Resident has not
1.) Resident #40's record was had an episode of aspiration.
reviewed on 10/1/12 at 10:27 A.M. 9/27/12Resident#96
Diagnoses included but were not alarm replaced after nurse did
limited to Alzheimer's disease with assessment. Nursing staff
d fi t h I refl educated on need to double
.emen la, gas roeSOp. age_a_ retiux check alrms. Nursing staff
disease, and dysphagia (difficulty in-serviced by Linda Lacey
swallowing). RN,ED on 10/9/12 on what
alarms are used on each resident
A Care Plan for Resident #40, dated and ihe need to double check
6/19/12, indicated the following: oo, oo/t meyou
Problem-Resident #40 required identify other residents having the
thickened liquids related to dysphagia potential to be affected by the
and was at risk for dehydration. same deficient practice and what
Goal-Resident #40 would be free corrective action will be taken?
: Those residents who are on
from signs and symptoms of thickened liquids have the
dehydration. Approach-Staff would potential to be affected by
FORM CMS-2567(02-99) Previous Versions Obsolete EventID:  Y5JL11 Facility ID: 000225 If continuation sheet Page 8 of 24
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monitor Resident #40 for signs and deficient practice. All residents
symptoms of dehydration and report on Fh":kz’}ed liquids W‘i;‘?
- reviewed for receiving thin
to the phySICl_a_n_' Staff WO_UId _Offer at liquids. Physician order in place
least 1440 milliliters of fluid with and care plans updated. Aides'
meals. Staff would offer thickened assignment sheets update. All
fluids between mea'S, with residents having alarm devices
medications, and with snacks. were reviewed for proper
placement. Physician's orders
. . ) and care plans in place. Aides'
A physician's recapitulation order for assignment sheets updated.
Resident #40 for September, 2012, Charge nurses make rounds on
indicated honey thick liquids with a elf'ﬂ‘Ch Sh'ft(‘;oé placement O;AR
C alarms and document on .
pureed diet, initiated on 7/16/12. Nursing staff in-serviced by Linda
) Lacey RN, Ed on material
On 9/27/12 at 12:05 P.M., Resident reviewing thickened liquids and
#40 was observed being fed a pureed alarms.What measures will be
diet with honey thick water and putinto place or what systemic
lemonade by CNA #4. Resident #40 changes you will make to ensure
R A that the deficient practice does
was observed drinking a thin liquid, not reccur?Upon admission and
Mountain Dew, from a can with a new orders, DNS or Designee will
straw. CNA #4 indicated Resident review residents on thickened
#40 drank a Mountain Dew daily. liquids and alarms. Aides
assignement sheets updated for
aide to be aware. The charge
Director of Nursing (DoN) indicated shift to check and document on
Resident #40 was not care planned to the TAR that all alarms in place
receive a thin liquid Mountain Dew and resident receiving
nd he did not have a phvsician's appropriate thickened liquids.
a - ) p y_ ) Nursing staff in-serviced by Linda
order to receive a thin liquid Mountain Lacey RN, ED on 10/9/12 on
Dew. placement of alarms and
appropriate thickened liquids.
. Charge nurse to be in-serviced by
,On,10/1/12 at 1:51 l_D'M" CN_A #4 SDC on 10/26/12 on placement of
indicated she had given Resident #40 alarms, thickened liquids,
the thin liquid Mountain Dew because follow-up for Psych services and
his granddaughter had said to give PHQ of score of 7 or higher to be
him a can if he was not eating. CNA addressed by Physician. The
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: Y511 Facility ID: 000225 If continuation sheet Page 9 of 24
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#4 indicated she knew Resident #40 SDC will provide in orientation of
was ordered thickened liquids. new nursing staff, training of
placement of alarms and use of
thickened liquids. 10/31/12How
will the corrective action(s) be
monitored to ensure the deficient
practice will not recur, i.e, what
quality assurance program will be
put in place? To ensure
compliance, the DNS/Designee is
responsible for the completion of
the CQl tool (altered fluid
consistency) weekly times 4
weeks, bi-monthly 2 months and
then monthly until continued
compliance is maintained for 2
consecutive quarters. The results
of these audits will be reviewed
by the CQI committee overseen
by the ED. If threshold of 95% is
not acheived, an action plan will
be developed to ensure
compliance. 10/31/12
2.) Review of Nursing notes for
Resident # 90 on 9/26/12 at 12:20
p.m., indicated on 9/20/12 at 7:40
p.m. "Resident yelling out for help.
CNA entered room and resident was
observed to be on his knees on fall
mat. No injury noted. Resident
stated he was trying to get to his
wheelchair. Resident placed in
wheelchair brought out of room to
common area. Neuro checks initiated
and WNL(within normal limits).
Denies pain/discomfort."
On 9/26/12 at 12:32 p.m., review of
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Progress notes, dated 9/21/12 at 6:18
p.m., indicated "Fall review for
9/20/12 at 7:40 p.m. Resident found
on his knees on his fall mat beside his
bed where he had been in bed earlier.
Resident stated he was getting up to
get into his wheelchair. Alarm was
not attached. Staff educated to the
need to double check alarms before
leaving the room and to ask the
resident if he is ready to go to bed
before laying down..."

Review on 9/27/12 at 10:05 a.m.,
indicated "Care plan:

Problem start date: 7/24/11
Resident is at risk for fall due to
dementia and fall history.

Goal: Resident will be free from fall
related injury thru reviews.
Approach start date: 9/20/12

Staff educated to ask resident if he is
ready to go to bed.

Approach start date: 12/15/11

Pull tab replaced with pressure pad
alarm.

On 10/1/12 at 12:20 p.m., interview
with the DON (Director of Nursing)
indicated "The alarm pad was not
placed in Resident # 90's bed before
he fell."

Review of a document on 10/1/12 at
12:30 p.m., provided by the DON
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titled "Fall Management Program"
dated "Revised 6/12" indicated
"Policy: It is the policy of... to ensure
residents residing within the facility
will maintain maximum physical
functioning through the establishment
of physical, environmental, and
psychosocial guidelines to prevent
injury related to falls.
PROCEDURE...

4. Charge nurses will communicate
the specific care required for each
resident to the assigned caregiver on
each shift..."

3.1-35(g)(2)
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F0323 483.25(h)
SS=D FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES
The facility must ensure that the resident
environment remains as free of accident
hazards as is possible; and each resident
receives adequate supervision and
assistance devices to prevent accidents.
Based on observation, interview, and F0323 F323What corrective action(s) will 10/31/2012
record review, the facility failed to be accomplished for those
provide 1 resident with thickened residents found to have been
liquids t t irati d failed affected by the deficient practice?
lquias .0 prever'1 asplrg 1on and faile Resident # 40 has a Physician
to pr0V|de 1 resident with a bed order for 1 Mt. Dew a day. Family
alarm, resulting in a fall, for 2 of 4 members in-serviced for signs
residents reviewed for accidents. ﬁl”d ?ymPtOfT.S of aSPirzﬂt‘)’”-L_ .
. ursing staff in-serviced by Linda
(Resident #40 and #96) Lacey RN, ED on 10/9/12.
o ) Material covered on who has
Findings include: thickened liquids,
signs/symptoms of aspiration.
1.) Resident #40's record was Ai‘zest' zSSiéJ”me’I“ She‘z"st )
. . updated. Care plan updated.
reymwed or.\ 10/1/12 at 10:27 A.M. 10/31/12Resdent # 96 alarm
Diagnoses included but were not replaced after the nurse
limited to Alzheimer's disease with completed her assessment.
dementia, gastroesophageal reflux Nursing staff educated on need to
disease, and dysphagia (difficulty double check alarms. The
llowing) charge nurse instructed the staff
swa 9) to check all alarms on other
residents for placement. All
A Care Plan for Resident #40, dated alarms were in place on the other
6/19/12, indicated the following: residents. 9/26/12How will you
Problem-Resident #40 required identify other residents having the
. Lo . potential to be affected by the
thickened |IQIUIdS related to qysphagla same deficient practice and what
and was at risk for dehydration. corrective action will be taken?
Goal-Resident #40 would be free Those residents who have alarms
from signs and symptoms of may have the potential of being
dehydration. Approach-Staff would f:;gfﬂsbgndf;:gfenrfepﬁztl.cigz'A"
monitor Resident #40 for signs and were reviewed for receiving thin
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symptoms of dehydration and report liquids. Physician orders in place
to the physician. Staff would offer at and care p'a,”S updated as well
least 1440 milliliters of fluid with as the aides’ assignment sheets.
) All residents who have alarm
meals Staff WOU|d Offer thICkened devices were audited for proper
fluids between meals, with placement. Last 90 days of
medications, and with snacks. incident reports reviewed.
Physician order in place and care
. plans updated as well as the
A.Speech Therapist Progregs and aides' assignement sheets.
Discharge Summary for Resident Nursing staff in-serviced by Linda
#40, dated 7/11/12, indicated the Lacey RN, ED on 10/09/12 on
fo”OW|ng Patlent/Careglver thickened I|qU|dS and placement
trainina-Staff were educated on of alarms.What measures will be
. 9 ) put into place or what systemic
Resident #40 not belng abl_e to ) changes you will make to ensure
upgrade to a regular diet with thin that the deficient practice does
liquids due to a mechanical soft diet not recur.The DNS or Designee
with thick liquids being the safest by :{V"' _’de"'e"‘éa': °rder3Tfﬁr th['fke”ed
. . iquids and alarms. The charge
mouth intake for Resident #40. nurse will monitor and
communicate through report to
A physician's recapitulation order for aides which residents on
Resident #40 for September, 2012, thickened liquids and alarms.
indicated honey thick liquids with a Charge nurse to checkand
d diet.initiated on 7/16/12 document on the TAR all alrms in
puree ’ ) place and residents receiving
appropriate thickened liquids.
Resident #40's Minimum Data Set Nursing staff in-serviced on
(MDS) Assessment, dated 8/31/12, 10/9/12 by Linda Lacey RN, ED
indicated Resident #40 required on thickened liquids and
t . it f1 t placement of alarms. Charge
ex enswg assistance o person to nurses to be in-serviced by SDC
eat. Resident #40 coughed or on 10/26/12 on thickened liquids
choked during meals or when and placement of alarms.How will
swallowing medications. the corrective action(s) be
monitored to ensure the deficient
. practice will not recur, i.e., what
A quartgrly MDS review progress note quality assurance program will be
for Resident #40, dated 8/31/12 at put in place?To ensure
3:56 P.M., indicated the following: compliance, the DNS/Designee
Resident #40 required a pureed diet Is responsible for the ceompletion
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with honey thick liquids related to of the CQl tool, Residents’ Alarm
dysphagia. Speech Therapy had systems/Wanderguards,
treated and attempted to upgrade (?ttaChed) V\.'eekly fines 4 weeks,
bi-monthly times 2 month, and
Resident #40's diet without success. then monthly until continued
Resident #40 seemed to tolerate his compliance is maintained for 2
current pureed diet with honey thick consecutive quarter. The results
liquids well. Fluids were encouraged of these audits will be reviewed
. by the CQI committee, overseen
and offered by staff. Resident #40 by the ED. If threshold of 95% is
continued to cough at times with not achieved, an action plan will
intake of food or medications. be developed t ensure
compliance.
On 9/27/12 at 12:05 P.M., Resident
#40 was observed being fed a pureed
diet with honey thick water and
lemonade by CNA #4. Resident #40
was observed drinking a thin liquid
Mountain Dew from a can with a
straw. CNA #4 indicated Resident
#40 drank a Mountain Dew daily.
On 10/1/12 at 12:49 P.M., the
Director of Nursing (DoN) indicated
Resident #40 was not care planned to
receive a thin liquid Mountain Dew
and he did not have a physician's
order to receive a thin liquid Mountain
Dew. The DoN indicated she was not
aware Resident #40 had received a
thin liquid Mountain Dew.
On 10/1/12 at 1:51 P.M., CNA #4
indicated she had given Resident #40
the thin liquid Mountain Dew because
his granddaughter had said to give
him a can if he was not eating. CNA
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#4 indicated she knew Resident #40
was ordered thickened liquids.

A CNA assignment sheet provided by
the DoN on 10/1/12 at 2:00 P.M.,
indicated Resident #40 was to receive
honey thickened liquids.

2.) Review of Nursing notes for
Resident # 90 on 9/26/12 at 12:20
p.m., indicated on 9/20/12 at 7:40
p.m. "Resident yelling out for help.
CNA entered room and resident was
observed to be on his knees on fall
mat. No injury noted. Resident
stated he was trying to get to his
wheelchair. Resident placed in
wheelchair brought out of room to
common area. Neuro checks initiated
and WNL(within normal limits).
Denies pain/discomfort."

On 9/26/12 at 12:32 p.m., review of
Progress notes, dated 9/21/12 at 6:18
p.m., indicated "Fall review for
9/20/12 at 7:40 p.m., Resident found
on his knees on his fall mat beside his
bed where he had been in bed earlier.
Resident stated he was getting up to
get into his wheelchair. Alarm was
not attached. Staff educated to the
need to double check alarms before
leaving the room and to ask the
resident if he is ready to go to bed
before laying down. Staff to ask
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resident's wife when he normally went
to bed at home. No injuries noted
and denies pain. Resident's fall was
unwitnessed, neurochecks initiated
and WNL. Resident was fully
dressed with non-skid socks on. No
environmental factors noted to
contribute to fall. Glucose was 191
without signs or symptoms of
hyperglycemia. Wife and MD has
been informed of fall. Alarm was put
back in place. Wife states bedtime
was around 9 pm at home. Staff will
consider a later time for resident to go
to bed if agreeable with resident."

Review on 9/27/12 at 9:30 a.m. of
"Event Report" documentation, dated
9/20/12 at 7:20 a.m., indicated
"Describe what Resident was doing
prior to fall: Lying in bed. Resident or
witness statement of how fall
occurred: Trying to get to his
wheelchair. What intervention was
put into place to prevent another fall.
Staff education, ask Resident if he is
ready to go to bed. Alarm to be in
place before leaving room."

Review on 9/27/12 at 10:05 a.m.
indicated "Care plan:

Problem start date: 7/24/11
Resident is at risk for fall due to
dementia and fall history.

Goal: Resident will be free from fall
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related injury thru reviews.
Approach start date: 9/20/12

Staff educated to ask resident if he is
ready to go to bed.

Approach start date: 6/23/12

Staff to check for needs every 2
hours.

Approach start date: 4/10/12
Pressure pad alarm replaced related
to non-functioning.

Approach start date: 2/27/12
Continue current interventions,
successful in preventing injury.
Approach start date: 12/28/11
Frequent staff checks while resident
in room.

Approach start date: 12/15/11

Pull tab replaced with pressure pad
alarm.

Approach start date: 12/12/11

Fall mat

Approach start date: 12/12/11

Low bed with perimeter mattress.
Approach start date: 7/24/11

Assist with all mobility and transfers.
Approach start date: 7/24/11

Call light in reach with cues to use.
Approach start date: 7/24/11

Non skid footwear.

Approach start date: 7/24/11
Personal items in reach.

Approach start date: 7/24/11
Therapy screen.”

On 10/1/12 at 10:20 a.m., interview
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with CNA # 2 indicated "l always
check the chair and bed pad alarm
anytime | do care on residents. The
nurse checks it every shift and
documents she checked it on the
treatment form. Resident # 90 uses
the chair pad in his bed as well as in
his chair."

Interview with LPN # 1 on 10/1/12 at
10:40 p.m., indicated "the nurses
work 12 hour shifts 7a.m.to 7 p.m. |
usually check the chair and bed
alarms while I'm doing med pass or
treatments during the first half of the
shift. She indicated she has also
worked 2nd shift and does the chair
and bed alarm checks while they are
putting the residents to bed. There is
no area on treatment form to
document the time the checks were
made, just the shift they were done
on."

On 10/1/12 at 12:20 p.m., interview
with DON (Director of Nursing)
indicated "batteries are replaced
when the function is checked and if it
sounds low, staff will replace it. No
standardized time to replace them,
just when they get low. Staff replace
the batteries as needed." The DON
indicated "The alarm pad was not
placed in Resident # 90's bed before
he fell."
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Review of a document on 10/1/12 at
12:30 p.m., provided by the DON
titled "Fall Management Program"
dated "Revised 6/12" indicated
"Policy: It is the policy of... to ensure
residents residing within the facility
will maintain maximum physical
functioning through the establishment
of physical, environmental, and
psychosocial guidelines to prevent
injury related to falls.
PROCEDURE...

4. Charge nurses will communicate
the specific care required for each
resident to the assigned caregiver on
each shift..."

3.1-45(a)(2)
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F0406 483.45(a)
SS=D PROVIDE/OBTAIN SPECIALIZED REHAB
SERVICES
If specialized rehabilitative services such as,
but not limited to, physical therapy,
speech-language pathology, occupational
therapy, and mental health rehabilitative
services for mental illness and mental
retardation, are required in the resident's
comprehensive plan of care, the facility must
provide the required services; or obtain the
required services from an outside resource
(in accordance with §483.75(h) of this part)
from a provider of specialized rehabilitative
services.
Based on observation, interview, and F0406 F 406What corrective action(s) 10/31/2012
record review, the facility failed to will be accomplished for those
provide psychiatric services for 1 of 3 residents found to have been
. . L affected by the deficient practice?
residents reviewed for Preadmission Resident # 52 received an order
SCI’eening and ReSident ReVieW for Psych Services and was seen
(PASRR). (#52) by Harrison Psychological
Consultation on 10/3/12. Care
Frh ; . plan updated. 10/3/12Social
Findings include: Service and Nursing staff
in-serviced by Linda Lacey RN,
Resident #52's record was reviewed ED on 10/9/12. Material covered
on 9/28/12 at 10:46 A.M. Diagnoses on need to have follow-up
included but were not limited to services be provided on residents
dementia- probable Alzheimer's type, Eom'ng frqm a Psych Un't’. or
. . ave received Psych Services in
anxiety, depression, and mental the past and to monitor PASRR
retardation. for Level Il. 10/9/12How will you
identify other residents having the
A Psychological Servioe note fo e e
_Re_SIdent #52, date(_j 117811, corrective action will be taken?All
indicated the following: " Reason for residents have the potential to be
review-Assess current levels of affected by the deficient
aggression and agitation_ practice.All residents were
Recommendations-Continue as is reviewed who was admitted from
a Psych Unit or has been on a
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with revaluation in approximately 3 Psych unit for follow-up services
months; consistent with Level 2. ;‘”d a; “e‘i‘dgd' Al res'ge”tz
. . . ave rsyc ervices oraere
Continue \'fwth current behavioral unless attending Physician has
protocols. stated services not needed at this
time and families have refused to
A Social Service Qualified Mental sign consent form. Upon
Retardation Professional (QMRP) f:vrgjvzg%:efg‘:tlsw";’]'i'(';:;ay
.nOt_e for Resident #52’ dated_ 3/2/12, indicate a Level Il to be done. For
indicated the fO”OWlng: Resident #52 ex: Major Depression and
was taking psychiatric medications MR/DD. Social Services and
including Zoloft for depression, Nursing in-serviced by Linda
trazodone for insomnia, and Seroquel EZZZ‘SEAV'Z%I’E’ JVOL/J i/ :323 ;ghtgi g
for behaviors. His primary behavioral to monitor the need for a Level I
difficulty was becoming physically to be completed upon admission
aggressive with staff during care. He or within 30 days of admission.
was also noted to have periods of 10/31/12Social Services will audit
T . " all residents coming from a Psych
irritability. His most recent psychiatric Unit for appropriate follow-up
service visit was November, 2011. services using the "PHQ/Psych”
CQl form. Upon admission,
A Developmental Disabilities Social Servi.ces vyill mqnitor. The
Service-Individual Support Plan/Case IDT t'za”; will review ‘l’"”'ca' .
. records during care plan meeting
.Cohference/R.ewew, datefj 3/1.8'/12, to ensure all residents have
needs included psychiatric services. indicated from a Level Il or
admitted from a Psych Unit.
ReSIdent #52'3 quartel’|y M|n|mum 10/31/12How will the corrective
D s MDS action(s) be monitored to ensure
ata et_( ) ) asses§ment, dated the deficient practice will be recur,
4/20/1 2, indicated Resident #52 had i.e, what qua||ty assurance
no mood or behaviors. program will be put into place?To
ensure compliance, Social
Resident #52 significant change MDS S;:]V;j;?o'i ;efstﬁznsl'j’gsf;;he
assessmgnt, dated 7/20/?2, indicated Psych Services CQI tool weekly
the following: Mood-Resident #52 times 4 weeks, bi-monthhly times
had a poor appetite or overate in the 2 months, and then quarterly until
last 2 to 6 days. Resident #52 began continued compliance is
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being short tempered and easily
annoyed for the last 2 to 6 days.

On 9/27/12 at 12:15 P.M., Resident
#52 was observed seated in his
wheelchair in the dining room. CNA
#5 was observed making numerous
attempts to get Resident #52 to eat.
Resident #52 would turn his head and
put his head in his hands. CNA #6
indicated sometimes after staff
started feeding him he would begin
feeding himself, it depended on his
mood.

On 10/1/12 at 9:24 A.M., Memory
Care Facilitator (MCF) #7 indicated
per her phone conversation with one
of the psychiatric service staff on
9/28/12, the last time they were in the
facility for services, Resident #52 had
been out of the building. MCF #7
indicated the psychiatric service staff
informed her Resident #52 would be
seen on 10/3/12 or no later than the
following week. MCF #7 indicated the
facility had been having difficulty with
residents not being seen by
psychiatric services and the facility
was in the process of looking into
changing service providers due to
residents needing more support from
the services. MCF #7 indicated she
had not been tracking resident's
psychiatric visits. MCF #7 indicated

maintained for 2 consecutive
quarters. The results of these
audits will be reviewed by the CQI
committee overseen by the ED. If
threshold of 95% is not achieved,
an action plan will be developed
to ensure compliance.
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the last time Resident #52 received
psychiatric services was in
November, 2011.

3.1-23(a)
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